What if you're really different? Case studies of children with high functioning Autism participating in the Get REAL programme who had atypical learning trajectories by Kemp, Steve et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Kemp, Steven, Petriwskyj, Anne, Shakespeare-Finch, Jane E., & Thorpe,
Karen J. (2012) What if you’re really different? Case studies of children
with high functioning autism participating in the Get REAL programme who
had atypical learning trajectories. European Journal of Special Needs Ed-
ucation, pp. 1-18.
This file was downloaded from: http://eprints.qut.edu.au/56606/
c© Copyright 2012 Taylor & Francis
- author can archive pre-print (ie pre-refereeing)
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
http://dx.doi.org/doi.org/10.1080/08856257.2012.749609
 1 
What if you’re really different?  Case studies of children with high functioning Autism 
participating in the Get REAL programme who had atypical learning trajectories. 
 
Steven Kemp1, Anne Petriwskyj2, Jane Shakespeare-Finch1, and Karen Thorpe1. 
 
1School of Psychology & Counselling, Faculty of Health, Institute for Health & Biomedical 
Innovation, Queensland University of Technology, Brisbane, Australia. 
2 School of Early Childhood, Faculty of Education, Queensland University of Technology, 
Brisbane, Australia 
 
 
 
 
  
 2 
Abstract  
Evaluation of the Get REAL programme in an inclusive primary school setting has indicated 
its effectiveness in promoting pro-social behaviour for children with high functioning 
Autism. However, two children with co-morbid diagnoses and complex personal 
circumstances showed less consistent improvements. In order to explain their unique 
trajectories, not readily derived from quantitative studies, an exploratory case study approach 
was used to examine contextual influences on patterns of progress. Multiple data sources 
included coded video footage from the Get REAL programme, school reports on conduct, 
and parents and classroom teacher reports using the Strengths and Difficulties Questionnaire. 
While results provide support for the efficacy of the Get REAL programme for the two 
children, they also highlight the value of co-ordinated strategies and collaborative 
individualised approaches in more complex cases. This paper outlines the Get REAL 
intervention and a range of other school and support agency strategies impacting progress. 
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Children on the autism spectrum experience difficulties in social perception and social 
cognition that impact on their social interactions and limit social inclusion (Attwood, 2000; 
Rotheram-Fuller & MacMullen 2011; White, Keonig & Scahill 2010). These challenges are 
exacerbated by co-existing difficulties such as anxiety and attention disorders. Educational 
interventions that identify strategies for dealing with co-morbid features such as anxiety help 
increase social competence in children with high functioning autism (HFA) (Kuusikko et al. 
2008; Lang et al. 2010; Reaven et al. 2009; Rotheram-Fuller and MacMullen 2011). This 
paper focuses on two children with HFA who had co-morbid diagnoses and explores the 
personal circumstances that affect their school and social functioning. 
Interventions for children with HFA 
Children with Autistic Spectrum Disorder (ASD) in intensive individualised behaviour 
intervention programmes have been found to exhibit improvements in social behaviours and 
decreases in negative behaviours (Manti, Scholte, and Van Berckelaer-Onnes 2011; Reaven 
et al., 2009). Interventions focusing on applied behaviour analysis have shown improvements 
in communication skills and decreases in aggressive behaviours in these children (Horner et 
al. 2002; Reichow and Volkmar 2010). Cognitive behavioural approaches have been reported 
to facilitate improvement in children’s functioning (Koning, 2010; Reichow and Volkmar 
2010; Rotheram-Fuller and MacMullen 2011).  There are however, discrepancies between the 
reports of teachers and parents with respect to behavioural improvements. These are possibly 
related to a lack of generalisation across school and home settings or to differences in 
perception between teachers and parents (Manti et al. 2011).  Improved outcomes from more 
eclectic programmes have also been found, suggesting that no single type of intervention is 
likely to produce positive outcomes for all children with HFA (Parsons et al. 2011). Not all 
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children with complex difficulties are likely to have the same rates and trajectories of 
progress. 
In inclusive schools, broader curricular and pedagogical adjustments and support 
processes have been required to cater for the specific cognitive, emotional and behavioural 
learning needs of children with HFA (Peters and Forlin 2011). By participating in inclusive 
settings where meaningful interactions in naturalistic settings take place, such as classroom or 
playground, children with HFA have greater opportunities to practice and acquire social 
competencies more closely aligned with those of typically developing peers (LeGoff 2004, 
Owens et al. 2008). Typical interventions employed in this context are designed to support 
the development of spontaneous social communication and interaction (Guldberg et al. 2011). 
However, children with HFA included in regular schools face ongoing peer interaction 
challenges due to their lack of social competence together with the social demands of 
classroom and playground life. Parsons et al. (2011) found that a range of approaches from 
intensive behavioural support through to less structured child centred play situations 
facilitated the improvement of the skills that are core challenges for those on the autism 
spectrum. These authors identified language and cognitive abilities as target skills in 
implementing appropriate interventions. Approaches that incorporated group play were also 
found to contribute to social skill achievement (Parsons et al.2011). However, such 
approaches require interventions that provide explicit training in group social skills (Sze and 
Wood 2007; Williams White, Keonig, and Scahill 2006). Whilst skill training is important, 
Koning (2010) suggests that combining skills training within a naturalistic approach like 
using construction resources (e.g., LEGO) provides opportunities for real interactions and 
social problem solving (LeGoff 2004; Owens et al. 2008). This naturalistic approach caters to 
the children’s attraction to high interest play mediums that are predictable and allow control 
of play. Such play reinforces children’s sense of competence, both physically and 
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intellectually, by offering opportunity for a high level of success. Construction play is 
repetitive in skill as well as offering degrees of choice in the level of social interaction. 
LeGoff (2004) asserts that greater generalisation occurs as a result of the naturalistic 
approach.  
ASD, HFA and co-morbidity 
The research evidence highlights the high frequency of co-occurring disorders associated 
with ASD including HFA (MacNeil, Lopes, and Minnes 2008; Nijmeijer et al. 2008; Reaven 
et al. 2009; Simonoff et al., 2008; Wood et al. 2009). These may take the form of anxiety 
disorders, depression, phobias, Attention Deficit Disorder (ADD) and Attention Deficit 
Hyperactivity Disorder (ADHD)(Nijmeijer et al, 2008). 
Hartley and Sikora (2009) claim that between 50 and 80 percent of children diagnosed 
with ASD also meet criteria for ADHD, and that diagnosis is difficult due to the overlapping 
of core features in both conditions. Ronald et al. (2008) suggest that this overlap is also 
genetically linked. Treatments for ADHD usually incorporate medical as well as behavioural 
intervention.  
Anxiety is prevalent in children with HFA and permeates throughout their school, 
home and social life (Chalfant, Rapee, and Carroll 2006; Kuusikko et al. 2008; Russell and 
Sofronoff 2005; Sofronoff, Attwood and Hinton 2005). Anxiety disorders can be 
characterised by an overreaction to everyday environmental events that exacerbate the 
symptoms of ASD and increase the likelihood of behavioural difficulties (MacNeil, Lopes 
and Minnes 2008; Reaven et al., 2009; Wood, et al., 2009). Anxiety may also be considered a 
secondary phenomenon resulting from social difficulties and negative peer reactions to 
children with ASD (Bellini 2004; Gillott, Furniss, and Walter 2001;Reaven et al., 2009). 
Effective interventions involving cognitive approaches have been used in addressing 
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symptoms of ASD as well as anxiety in school and clinical settings (Kuusikko et al. 2008; 
Lang et al. 2010; Reaven et al. 2009; Rotheram-Fuller and Macmullen 2011).  
Applying successful interventions for these more complex forms of ASD in ways that 
are appropriate to inclusive schools represents a challenge. Parsons et al. (2011) propose that 
there is the need for increased collaboration between academics and educators to identify and 
implement ‘best fit’ interventions. In order that children maintain and generalise skills that 
have been learned, interventions must take into account the contextual relevance of the 
processes and strategies that are implemented. Parsons et al. (2011) noted that effectiveness 
of provision for children with ASD tends to be measured by quantitative data, and that in the 
extant literature there is an absence of qualitative research evidence that could offer insights 
into contextual influences on child outcomes. This study aims to address this gap in research 
evidence by considering two outlier cases of children with HFA and co-morbid conditions in 
a school-based intervention programme. 
The study 
This study aimed to identify some of the key factors and challenges in a school-based 
intervention strategy and to explore the extent to which they impact on two children with 
HFA and co-morbid features of ADHD and anxiety. These case studies document the 
trajectories of social functioning for two children who showed limited improvement in social 
behaviour after participating in the Get REAL intervention programme (Kemp et al. in press) 
and investigate the contextual factors impacting their progress. Merriam (2002) proposes that 
quantitative research methods are not adequate to provide understanding of some social 
phenomena and argues that qualitative methodologies such as case studies are more flexible, 
responsive and open to contextual interpretations in drawing conclusions. Accordingly, an 
exploratory case study approach was employed in assessing explanations for the unique 
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trajectories of the two cases examined here, for which quantitative studies do not readily 
provide explanation. 
The questions framing the case study investigations were- 
1. What trajectories were evident in social functioning? 
2. What contextual factors were linked with programme responses? 
The Get REAL school-based intervention 
The Get REAL Programme is a 12 week school-based intensive experiential learning 
approach involving video recording of a group of children with HFA engaged in completing 
three different problem-solving tasks, each task repeated over a four week period. It utilises 
behaviour therapy facilities in an inclusive primary school (Kemp et al. in press) The Get 
REAL learning cycle comprises four distinct sessions; Active, Reflective, Guided Practice 
and Planning (refer to Figure 1) 
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Figure 1.The Get REAL cycle 
During the Active session the participants are video recorded engaging in group 
experiential problem-solving activities (e.g., construction task) without direct adult 
involvement. The video footage from the active session provides the stimulus for discussion 
and reflection immediately afterwards in the Reflective session.  During the Reflective 
session the facilitator, with input from participants, guides the group in reflection on both 
positive and negative social interactions that help or hinder the group’s goal of task 
completion. Reflective sessions are also video-recorded. Later in the week, the same group is 
involved in the Guided Practice session using video still images from the Active session. The 
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focus of this session is perspective-taking. Children attempt to predict what other children’s 
thoughts or comments may be within any given social situation from the active sessions. 
Opportunities to check and confirm predictions and discuss reasons for discrepancies are 
fundamental in the Guided Practice session. The last part of the Get REAL cycle is the 
Planning session. This involves the group drawing from their experience of all aspects of the 
active, reflective and guided practice sessions to plan for repeating the same problem-solving 
task the following week. Data from a sample of 12 children completing the 12 week Get 
REAL programme indicated that 10 children showed positive and statistically significant 
changes in social skills and social understanding (Kemp et al. in press). However, two 
children had more individual trajectories, particularly in areas of engagement. 
Method 
Participants 
The two cases presented were drawn from a group of children aged 8 to 13 undertaking a Get 
REAL intervention programme for children with HFA in an Australian primary school. 
While all the children demonstrated little progress in perspective taking, these two cases 
showed considerably less progress than other children in self-direction, sharing, engagement 
with peers and engagement with task/participation in reflection. 
Case D: 11 year old boy in grade 6 who had a diagnosis of Asperger’s Syndrome, with co-
morbid ADHD and anxiety disorder. 
Case S: 10 year old boy in grade 5 with diagnosis of Asperger’s Syndrome co-morbid with 
ADHD, and challenging family circumstances 
 
Data collection and analysis 
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These case studies use three levels of data; video data, school behavioural report data, and the 
teacher and parent Strengths and Difficulties Questionnaire (SDQ) data. Specifically, data 
comprised: 
• Video data: Coded behavioural observations from Get REAL Active and Reflective 
sessions at 4 time points; Baseline (start of the programme), Weeks 4, 8, and 12 (end 
of the programme).  
• School behaviour report data: Obtained from Individualised Educational Programmes 
(IEP), school achievement reports, formal school suspensions, behaviour incident 
reports, and feedback from community agencies. 
• Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997): Collected from 
both parents and class teachers at two time points; pre- and post-participation. The 
SDQ is a 25 item scale designed to measure pro-social and anti-social behaviours 
across five domains: Conduct problems, Emotional symptoms, Hyperactivity, Peer 
problems and Pro-social behaviour. The items are responded to on a three-point scale 
with 0 representing “Not True”, 1 representing “Somewhat True” and 2 indicating the 
item is endorsed as “Certainly True”. 
Video data were coded around six skills (task engagement, self direction, self-assertiveness, 
sharing, engagement with others and perspective taking) on a scale of 0-5 (0= not evident, 5= 
frequently evident). Data from the SDQ were analysed using clinical cut points to categorise 
responses from parents and teachers (Mellor 2005). Thematic analysis of school documents 
(case manager report, teacher reports, and paediatrician reports) was used to identify progress 
or setbacks in behaviour. Whole school numeric data on attendance patterns, behavioural 
incident reports and suspension records were analysed to illustrate change patterns. 
Intervention and Results 
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Case D: Presenting data and range of interventions 
Case D lived with his mother and has never had contact with his father. He presented early 
with signs of AS and his early years at school were marked by extreme behavioural outbursts 
resulting in suspensions and specialist intervention.  
Unfortunately D is now essentially out of control, particularly at school. His behaviour 
is at times posing a danger to others and he at times has suicidal ideation 
(Paediatrician report, 2008). 
Get REAL intervention programme 
D’s individual goals included emotional regulation and use of verbal modes of 
communication. Therefore Get REAL reflective, guided practice and planning sessions 
focussed on recognising emotion in self and others, self-regulating emotion and 
communicating through socially-appropriate language rather than non-verbal means.  
School support programmes: 
After a hospital-based Child and Family Therapy Unit (CFTU) evaluation D’s re-entry to 
school started with two hours a day attendance, extending until he was attending the whole 
school day. The school special education unit (SEU) Head briefed teachers on the Get REAL 
programme, offered sessions on behaviour strategies for teachers and worked with teachers to 
develop academic, social and behavioural strategies and peer support processes for the 
classroom and playground.  
D was academically able but presented with significant gaps in his learning. In order 
to mask his academic difficulties, D used behavioural strategies like withdrawal, swearing, 
and throwing or kicking objects to escape these tasks. In the classroom, he was provided with 
a visual timetable and was offered pre-teaching of concepts to increase his self-confidence. 
He was given the freedom to sit with peers or alone. An anxiety management plan offered 
strategies to reduce classroom anxiety symptoms.   
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D accessed a variety of school-based social supports including an individual 
behaviour support plan, supported play, strategies to minimise exposure to start and end of 
class crowd movements (e.g., escorting to class, strategies to minimise bullying) and the Get 
REAL programme. Supported play involved a group of children playing in a small 
playground setting guided by special education staff. His individual behaviour support plan 
exit process offered him a safe retreat location.  
Needed considerable support to stay in the room and begin a task and relied heavily 
on SEU exit procedures as a way of coping (Classroom teacher SDQ baseline). 
Links with community agencies 
Since his diagnosis with AS at age seven, D has had ongoing support from a paediatrician 
and from a Child Youth and Mental Health Service (CYMHS) psychologist. His mother 
attended a Positive Parenting Programme (Triple P) for children with ASD. D’s family 
moved 50 km in the hope to access a placement at Autism Queensland (A.Q.) and to be 
closer to supportive family members. A placement at A.Q. became available a year later.  
In 2009, D accessed the Child and Family Therapy Unit (CFTU) at the Royal 
Children’s Hospital for a full evaluation. This resulted in further diagnoses of anxiety 
disorder and ADHD and medication for ADHD. CFTU consulted with the school to develop 
an anxiety management plan as part of his Individual Education Plan (IEP). 
 
Results Case D  
Get Real intervention 
While D demonstrated some progress across 12 weeks after initial regression, he continued to 
demonstrate difficulties with task engagement, engagement with others, self-direction and 
perspective taking particularly in reflective sessions (refer to Figures 2 and 3). 
Insert Figure 2: Case D Get REAL active sessions here 
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Figure 2: Case D Get REAL active sessions 
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Figure 3: Case D Get REAL reflective sessions 
In the active sessions, D moved from non-verbal behaviours such as physical 
aggression to physical withdrawal and verbal responses. Transcripts of the reflective sessions 
revealed that D was gradually able to moderate his aggressive physical responses, although 
he continued to use unusual voice tones and negative comments. For example D said: 
Baseline: I said if you keep doing that, can you stop doing that or I’ll hit you. 
(demonstrating with threatening action) 
Week 8:I was angry with him, I wanted to hit him. 
Week 12: You are wrong, you are always wrong (with sing song voice) 
School reports 
School behavioural reports indicated improvements including progress from part day 
attendance to whole week attendance, positive reports from teachers, improvements reported 
in the supported play programme and reduced suspensions. In Figure 4 it can be seen that 
unexplained absences reduced during and after the Get REAL intervention but increased later 
as the shared placement with Autism Queensland finished. 
Improved over time. He was able to join in class discussions at the end of the year 
and sit with others in groups (Classroom teacher end of 2009). 
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Figure 4.D’s Term attendance data. 
 
At a classroom level, D responded positively to pre-teaching concepts and some 
correction once he developed strong relationships with his teachers. He could manage his 
learning with the support of advanced organisers or visual prompts. For example, 
D has shown great improvement in classroom attitude and more responsible 
behaviour. D has achieved commendable results in most areas and has become a 
valued class member. His completion of tasks is to be commended (Classroom teacher 
report, end of 2010) 
During lunch and snack breaks, D moved out from supported play into the playground 
independently in Term 4, 2009. He still had social conflicts in the playground, but they were 
less frequent. His skills in playing soccer contributed to his social acceptance by peers and 
eventually led to his becoming the school soccer team captain at the end of 2010. The biggest 
reported impact was on D’s progress in remaining present when debriefing a conflict 
situation at school and trying to problem-solve conflicts using Get REAL strategies. 
Community agency reports  
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D continued to require a high level of support provided by the CYMHS, his paediatrician and 
psychologist, yet demonstrated generalised progress. This progress was sustained for a 
lengthy period, with the result that he no longer required CFTU support from the Royal 
Children’s Hospital by 2011.  
D’s behaviour has largely been excellent and I felt his affect has been the best I’ve 
seen. His mother also seems much more easy-going”(Paediatrician report, May 2009). 
Parent and teacher reports of behaviour 
Progress from baseline to the end of the Get REAL programme was identified in parent and 
teacher SDQ ratings of conduct problems and teacher ratings of pro-social behaviours. The 
results of the SDQ indicated that D’s parent and teacher rated his behaviours in a broadly 
similar way, with differences in ratings of hyperactivity. At baseline parent ratings of pro-
social behaviours were higher, while post Get REAL parent ratings of conduct problems were 
lower than those of the teacher (Table 1). 
Case D : 
 
Parent Ratings 
SDQ Conduct problems 
SDQ  Hyperactivity 
SDQ emotional symptoms 
SDQ peer problems 
SDQ prosocial 
 
Teacher Ratings 
SDQ Conduct problems 
SDQ  Hyperactivity 
SDQ emotional symptoms 
SDQ peer problems 
SDQ prosocial 
 
Baseline 
 
 
clinical 
normal 
clinical 
clinical 
normal 
 
 
clinical 
clinical 
clinical 
clinical 
borderline 
 
Post 
Programme 
 
 
borderline 
normal 
clinical 
clinical 
normal 
 
 
normal 
clinical 
clinical 
clinical 
normal 
 
 
Table 1.Case D’s SDQ Results. 
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Case S: Presenting data and range of interventions 
Case S’s school referral reports indicated that he engaged in risky and manipulative 
behaviours at home and school, and escalated inappropriate behaviours to achieve his own 
goals. More data on S is available as he attended the school for a longer period, had a less 
flexible teacher and was more resistant to interventions thus generating more behavioural 
incident data. His personal circumstances included parental ill health and unemployment, 
parental stress and marital breakdown and contrasting styles of home behaviour management.  
We constantly worry that he’ll be suspended from school, possibly expelled. S is 
becoming increasingly difficult to control and is the cause of most of the 
arguments at home. He has a very rebellious attitude and has difficulty keeping 
friends. Our family is now at breaking point (Parent report). 
Get REAL intervention programme 
S‘s individual goals included self-regulation and planning appropriate social responses. 
Therefore awareness of other’s feelings and moderation of impulsive personal reactions were 
emphasised in the Get REAL reflective, guided practice and planning sessions.  
School support processes 
In the classroom, S demonstrated very poor organisational skills and had gaps in knowledge 
that were masked by task avoidance behaviour. He was a perfectionist who perseverated on 
details and had difficulty completing tasks, particularly in academic testing conditions. 
Classroom supports included visual timetables, fidget toys to support self-regulation, adjusted 
academic tasks and a folder with work tasks. Repetitive tasks like times tables were used as a 
calming strategy. S was provided with a retreat space that had reduced light, noise and social 
distraction to manage his over-sensitivity to sensory stimuli. 
He intervened in social conflicts that did not involve him and has great difficulty 
‘letting go’ interactions that drew an emotional response. Whole school social support 
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processes included attendance and playground strategies. S attended school for two hours per 
day increasing to four hours per day. Parents were encouraged to drop off and pick up S as 
close to the start and end of the school day as possible, to curb playground conflict. Staff used 
conflict resolution strategies for incidents occurring in and outside the classroom.  
When not closely supervised, S can be intimidating to others, threatening them both 
physically and verbally. This can often occur before school on his way to the SEU or in 
the junior toilets or moving around the school (School referral report, 2009). 
Links with community agencies 
S‘s diagnosis of Asperger’s syndrome in 2006 was followed by diagnosis of ADHD by a 
paediatrician from 2007. He was prescribed medication for ADHD but did not take it. The 
family engaged in the Dores programme in 2007 although the paediatrician reported that they 
were not doing the exercises regularly. They accessed the Management of Young Children 
Programme in 2008 then withdrew after two weeks despite progress in S’s behaviour. He was 
appointed a psychologist through the Child Youth and Mental Health Service (CYMHS) in 
2008, but his family withdrew from the service. In-home support from Mission Australia’s 
Referral for Active Intervention Service (RAIS) was withdrawn in 2010. 
 
Results Case S 
Get REAL intervention programme 
The Get REAL video data analysis identified variable progress in task engagement and self 
direction and limited change in perspective-taking (Figure 5 and 6). There was a discrepancy 
between active and reflective scores in weeks 8 and 12 in perspective-taking, in week 4 in 
task engagement/participation and in weeks 4 and 8 in self-direction. 
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Figure 5.Case S Get REAL active sessions. 
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Figure 6: Case S Get REAL reflective sessions. 
 
Transcripts of the reflective sessions offered some evidence of change in capacity to 
interact socially, understand strategies and occasionally consider other perspectives.  
Baseline: You idiot! (Referring to M). He did it to me first and I don’t know 
why. (Pause and stares at M). Psycho!(Smiling)What are you 
looking at? Stop staring at me! (Aggressive voice) 
Week 8:(Offering a strategy for name calling) I told you to say (changes voice 
to sound disinterested) yeah, whatever and walk away. That means 
that you really don’t care what they are saying. 
Week 12:(Addressing Facilitator) Well I’m sorry if I offended him, but I don’t 
know like exactly how I have. Maybe cause (pause), it’s probably 
(pause), it’s because I talk a bit too much and I was just trying to 
share ideas and everything. I wasn’t trying to make anyone angry. 
(To D) Sorry for whatever I did. 
School reports 
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Reports from classroom teachers and his school case manager showed that, with staff support 
he used Get REAL strategies in conflict situations, although there was ongoing variability in 
S’s independent response in unstructured situations (e.g., playground).   
S has demonstrated that he is mature enough to come to the SEU to ask to debrief an 
incident or ask for support to find a resolution. (SEU case manager report 2009) 
S is an enthusiastic member of the class however he needs constant teacher 
encouragement to focus on his own behaviours and that of his peers. (Class teacher 
2010, a year after Get REAL intervention) 
School reports indicated that suspensions for behaviour difficulties remained stable during 
and after the Get REAL intervention. However, they escalated sharply after a highly 
emotional family breakdown a year later (Figure 7). School-based behavioural data indicated 
a decline in incidents during and following the Get REAL intervention but an escalation 
(Figure 8) and regression in his attendance (Figure 9) following the family breakdown. 
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Figure 7.S’s School Suspension Data. 
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Figure 8: S’s School Behavioural Incidences. 
 
Figure 9.S’s Term Attendance Data. 
. 
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Parent and teacher reports of behaviour 
There was positive change in both parent and teacher SDQ ratings of peer problems, but 
negative change in parent rating of emotional symptoms. There were differences between 
parent and teacher SDQ ratings on emotional symptoms at baseline and post-Get REAL, with 
parent ratings markedly lower (Table 2). 
 
Case S: 
 
Parent Ratings 
SDQ Conduct problems 
SDQ  Hyperactivity 
SDQ Emotional symptoms 
SDQ Peer problems 
SDQ Pro-social 
 
Teacher Ratings 
SDQ Conduct problems 
SDQ  Hyperactivity 
SDQ Emotional symptoms 
SDQ Peer problems 
SDQ Pro-social 
 
Baseline 
 
 
clinical 
clinical 
borderline 
clinical 
clinical 
 
 
clinical 
clinical 
normal 
clinical 
clinical 
 
Post 
Programme 
 
 
clinical 
clinical 
clinical 
borderline 
clinical 
 
 
clinical 
clinical 
normal 
borderline 
clinical 
 
Table 2. Case S’s SDQ Results. 
 
Discussion 
These two cases differed from other children undertaking the Get REAL intervention in their 
limited progress in self-direction, sharing and engagement with peers and tasks. While both 
had diagnoses of AS and ADHD, one had a further diagnosis of anxiety and the other 
experienced a highly stressed family environment. Their developmental trajectories shifted 
over time through a combination of Get REAL, classroom and school changes and 
community agency actions, indicating that comprehensive strategies and longer time frames 
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may be key elements of successful interventions in complex cases. While progress in the Get 
REAL sessions appeared limited at the time of the intervention there were subsequent reports 
of generalisation to other settings and indications that these children continued to use Get 
REAL strategies as a reference point in social situations. 
The short-term regression demonstrated by both children may discourage teachers 
who may interpret this as a failure of an intervention. The discrepancy between Active and 
Reflective Get REAL sessions reflected the different levels of psychological demand on 
children in these two types of sessions. Differences indicated that an apparently difficult 
Active session may sometimes be followed by a productive Reflective session. These insights 
could assist teachers in maintaining confidence in planned strategies during apparently 
difficult periods, and to recognise the slow pace of change in behaviours.  
Individual variations in intervention effectiveness 
Differences in patterns of progress indicated the value of considering individual responses, 
evidence from a range of stakeholders, and contexts beyond the classroom. While the impact 
of HFA and anxiety was common to both cases, one demonstrated the challenge of 
ineffective verbal communication while the other highlighted the influence of family 
pressures, inconsistency and failure to use prescribed medication. The complex internal life 
of children with HFA and with co-morbid conditions needs to be considered in the 
development of interventions. For example, D’s regression in four out of six dimensions 
during the Get REAL Reflective sessions could be attributed to his strategy of withdrawing 
during periods of extreme anxiety. External complexities that extend beyond the child, such 
as extreme family disruption in S’s case, require a more comprehensive range of coordinated 
support service provision. 
Variations in generalisation to other settings 
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Consistency of whole-school approaches achieved through IEP processes, specialist 
intervention, SEU staff working with teachers, and collaborative playground strategy 
planning contributed to generalisation across the school. While coherence in approaches 
between the school and external agencies also contributed to generalisation to home settings 
in one case, inconsistency within the family and failure to sustain any external community 
agency intervention reduced the potential for generalisation in the other. 
Differences in the responses by parents and teachers in these cases may be related to 
either the varied demands of the two settings, or differing expectations. School behaviour 
guidance is systematically planned and explicitly taught, providing highly structured settings, 
whereas parents tended to have less structured environments (Lopata et al. 2007; Manti et al. 
2011). Other explanations suggest insufficient collaboration between families and the school 
that according to Mesibov, Shea, and Schopler (2004), is indispensable for consistency. 
Implications for research and practice 
These outcomes raise broader issues for consideration in working with complex cases of 
children with HFA, co-morbid conditions and challenging personal circumstances.  
1. An intervention programme like Get REAL is not an immediate single solution for all 
cases. Some children and families require longer term surrounding supports and 
nuanced intervention strategies taking personal characteristics into account (Guldberg, 
et al. 2011). Children on the autism spectrum are not a homogeneous group and 
decisions regarding educational provision should be based on both individual needs 
and preferences of children and the perspectives and capacities of parents, teachers 
and support service providers. The variety of contexts within which children must 
learn to function, including not only classroom but also playground and family 
settings, must also be considered if strategies are to be realistic and achievable. 
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2. The support of families and the sustaining of the behavioural patterns in other 
contexts rely on co-operation and collaboration between all agencies – paediatricians, 
psychologists, classroom teachers, special education support teachers and families.  
Some complex cases perhaps require more time and coordinated support whereas in 
cases in which the complexities were beyond the child and were a family pattern, the 
problems may be more intractable and need prior intervention before Get REAL could 
succeed. 
Multi-agency collaboration supports the delivery of a ‘seamless service’ and avoids the 
confusion, anxiety and overload that can result from multiple separate agencies attempting to 
support one child and family. This suggests that school and community service providers 
need to collaborate more effectively in order to gain an accurate picture of the child’s level of 
functioning in all settings and to develop cohesive strategies. A more coordinated support 
process for families experiencing extreme stress is also indicated. Enhancing partnerships 
with families to share understandings about behaviour and to take parent reflections into 
account may assist in coordinating approaches. In addition, refining school-wide process for 
coordinating with classroom teachers and other staff (e.g., playground support staff) and 
providing targeted professional development may provide better support for teachers in 
managing the fluctuating responsiveness of some children. 
 While this exploratory study indicated some promising directions for effective school-
based intervention, it is limited to two sets of individual circumstances. Further research with 
complex cases to extend the research evidence would be valuable. Perspective taking was 
resistant to change, indicating that this key concern for children with ASD requires further 
investigation (Gould et al. 2011). Further research into coordinated support strategies for 
children from highly stressed families is also indicated. 
Conclusion 
 28 
While there was evidence of behavioural change and generalisation in data from these two 
cases, their deviant trajectories of progress arose from a complexity of factors. The evidence 
that no single approach suits all children with HFA, indicates that the range of individual 
characteristics and contextual circumstances needs to be taken into account in the 
development of more effective strategies. Exploration of these outlier cases indicate that, 
while the Get REAL intervention programme was valuable in supporting social learning, 
broader and longer-term individually-tailored support strategies were also required for more 
complex cases. Further, the provision of consistent approaches for children with persistent 
difficulties in social relationships and perspective taking requires closer collaboration 
between stakeholders. 
 
References 
Attwood, T. (2000). Strategies for improving social integration of children with Aspersers 
syndrome. Autism,4, 85-100. 
Bellini, S. (2004). Social skill deficits and anxiety in high-functioning adolescents with 
Autism Spectrum Disorders. Focus on Autism and Other Developmental Disabilities, 
19, 78-86.  
Brownlow, C., and O’Dell, L. (2009). Challenging understandings of theory of mind: A brief 
report. Intellectual and Developmental Disabilities, 47, 473-478. 
Chalfant, A. M., Rapee, R., and Carroll, L. (2006). Treating anxiety disorders in children with 
high functioning autism spectrum disorders: A controlled trial. Journal of Autism and 
Other Developmental Disorders,37, 1842-1857.doi:10.1007/s10803-006-0318-4. 
Gillott, A., Furniss, F., and Walter, A. (2001).Anxiety in high-functioning children with 
Autism.Autism, 5, 277-286. doi:10.1177/1362361301005003005  
 29 
Goodman, R. (1997). The Strengths and Difficulties Questionnaire: A research note. Journal 
of Child Psychology & Psychiatry, 38(5), 581-586. 
Gould, E., Tarbox, J., O’Hora, D., Noone, S., and Bergstrom, R. (2011). Teaching children 
with Autism a basic component skill of perspective taking. Behavioral Interventions 
26: 50-66.doi:10.1002/bin.320. 
Guldberg, A., Parsons, S., MacLeod, A., Jones, G., Prunty, A., and Balfe, T. (2011). 
Implications for practice from international review of the evidence on best practice in 
educational provision for children on the Autism Spectrum. European Journal of 
Special Needs Education,26, 65-70.http://dx.doi.org/10.1080/08856257.2011.543534.  
Hartley, S.L., and Sikora, D.M., (2009). Which DSM-IV-TR criteria best differentiate high-
functioning Autism Spectrum Disorder from ADHD and anxiety disorders in older 
children? Autism, 13,485–509. doi:10.1177/1362361309335717 
Horner, R. H., Carr, E. G., Strain, P.S., Todd A.W. and Reed H.R. (2002). Problem behavior 
interventions for young children with Autism: A research synthesis. Journal of Autism 
and Developmental Disorders, 32, 423-446.  doi:10.1023/A:102059392290 
Kemp, S., Shakespeare-Finch, J., Petriwskyj, A., and Thorpe, K.  (in press). Get REAL: 
Promoting pro-social behaviours in children with high functioning Autism Spectrum 
Disorder. Focus on Autism and Developmental Disorders. 
Koning, C. (2010). Efficacy of CBT-based social skills interventions for school-aged boys 
with autism spectrum disorders. Submitted PhD Thesis to Faculty of Graduate Studies 
and Research, University of Alberta. 
Kuusikko, S., Pollock-Wurman, R., Jussila, K., Carter, A. S., Mattila, M., Ebeling, H., Pauls, 
D. L., and Moilanen, I. (2008). Social anxiety in high-functioning children and 
adolescents with Autism and Asperger’s Syndrome. Journal of Autism and 
Developmental Disorders, 38, 1697–1709. doi:10.1007/s10803-008-0555-9. 
 30 
Lang, R., Regester, A., Lauderdale, S., Ashbaugh, K., and Haring, A. (2010). Treatment of 
anxiety in Autism Spectrum Disorders using cognitive behaviour therapy: A 
systematic review. Developmental Neurorehabilitation,13, 53–63. 
LeGoff, D. B. (2004). Use of LEGO® as a therapeutic medium for improving social 
competence. Journal of Autism and Developmental Disorders, 34, 557-571. 
doi:10.1007/s10803-004-2550-0 
Lopata, C., Thomeer, M., Volker, M. A. and Nida, R. E. (2006): Effectiveness of a cognitive-
behavioral treatment on the social behaviors of children with Asperger’s Disorder. 
Focus on Autism and Other Developmental Disabilities, 21, 237-244. 
MacNeil, B. M., Lopes, V. A., and Minnes, P. M. (2008). Anxiety in children and adolescents 
with Autism Spectrum Disorders. Research in Autism Spectrum Disorders,3, 1–21. 
doi:10.1016/j.rasd.2008.06.001. 
Manti, E., Scholte, E., and Van Berckelaer-Onnes, I. (2011). Development of children with 
Autism Spectrum Disorder in special needs education schools in the Netherlands: A 
three-year follow-up study. European Journal of Special Needs Education, 26, 411-
427. 
Mellow, D. (2005) Normative data for the SDQ in Australia. Australian Psychologist, 40, 
215-222. 
Merriam, S. (2002). Qualitative research in practice: Examples for discussion and 
analysis.San Francisco:Jossey-Bass 
Nijmeijer, J. S., Minderaa, R. B., Buitelaar, J. K., Mulligan, A., Hartman, C. A., and Hoekstra, 
P. J. (2008). Attention-deficit/hyperactivity disorder and social dysfunctioning. 
Clinical Psychology Review,28, 692-708. 
Owens, G., Granader, Y., Humphrey, A., and Baron-Cohen, S. (2008). LEGO® Therapy and 
the social use of language program: An evaluation of two social skills interventions 
 31 
for children with high functioning autism and Asperger’s Syndrome. Journal of 
Autism and Developmental Disorders,38, 1944-57. doi:10.1007/s10803-008-0590-6. 
Parsons, S., Guldberg, K., MacLeod, A., Jones, G., Prunty, A., and Balfe, T. (2011). 
International review of the evidence on best practice in educational provision for 
children on the Autism Spectrum. European Journal of Special Needs Education, 26, 
47-63. doi: 10.1080/08856257.2011.543532.  
Peters, B., and Forlin, C. (2011). Informing educational decisions in the early years: Can 
evidence for improving pedagogy for children with Autistic Spectrum Disorder be 
found from neuroscience? British Journal of Special Education, 38, 135-142, 
doi:10.1111/j.1467-8578.2011.00517.x.  
Reaven, J. A., Blakeley-Smith, A., Nichols, S., Dasari, M., Flannigan, E., and Hepburn, S. 
(2009). Cognitive-behavioral group treatment for anxiety symptoms in children with 
high-functioning Autism Spectrum Disorders: A pilot study. Focus on Autism and 
Other Developmental Disabilities, 24, 27- 37.doi: 10.1177/1088357608327666.  
Reichow, B., andVolkmar, F. R. (2010). Social skills interventions for individuals with 
Autism: Evaluation of evidence-based practices within a best evidence synthesis 
framework.  Journal of Autism and Developmental Disordesr,40, 149–166. 
doi:10.1007/s10803-009-0842-0. 
Ronald, A., Simonoff, E., Kuntsi, J., Asherson, P., and Plomin, R. (2008). Evidence for 
overlapping genetic influences on Autistic and ADHD behaviours in a community 
twin sample.  Journal of Child Psychology and Psychiatry 49, 535–542 
doi:10.1111/j.1469-7610.2007.01857.x 
Rotheram-Fuller, E., and MacMullen, L. (2011). Cognitive-behavioral therapy for children 
with Autism Spectrum Disorders. Psychology in the Schools, 48, 263-271. doi: 
10.1002/pits.20552 
 32 
Russell, E., and Sofronoff, K. (2005). Anxiety and social worries in children with Asperger 
syndrome. Australian and New Zealand Journal of Psychiatry,39, 633–638. 
Simonoff, E., Pickles, A., Charman, T., Chandler, S., Loucas, T., and Baird, G. (2008). 
Psychiatric disorders in children with autism spectrum disorders: Prevalence, co-
morbidity and associated factors in a population-derived sample. American Academy 
of Child and Adolescent Psychiatry, 47. doi:10.1111/j.1469-7610.2005.00411.x.  
Sofronoff, K., Attwood, T., and Hinton, S. (2005). A randomised controlled trial of a CBT 
intervention for anxiety in children with Asperger’s syndrome. Journal of Child 
Psychology and Psychiatry,46, 1152–1160. doi: 10.1111/j.1469-7610.2005.00411.x. 
Sze, K. M., and Wood, J. J. (2007). Cognitive behavioral treatment of co-morbid anxiety 
disorders and social difficulties in children with high-functioning Autism: A case 
report. Journal of Contemporary Psychotherapy. 37, 133–143. doi:10.1007/s10879-
007-9048-y. 
White, S. W., Albano, A. M., Johnson, C. R., Kasari, C., Ollendick, T., Klin, A., Oswald, D., 
and Scahill, L. (2010). Development of a cognitive-behavioral intervention 
programme to treat anxiety and social deficits in teens with high-functioning 
Autism.Clinical Child Family Psychology Review,13, 77–90. doi:10.1007/s10567-
009-0062-3 
White, S. W., Keonig, K., and Scahill, L. (2010). Group social skills instruction for 
adolescents with high-functioning Autism Spectrum Disorders. Focus on Autism and 
Other Developmental Disabilities 25, 209-219, doi:10.1177/1088357610380595 
Williams White, S., Koenig, K., and Scahill, L. (2006). Social skills development in children 
with Autism Spectrum Disorders: A review of the intervention research. Journal of 
Autism and Developmental Disorders,37,1858-1868. doi:10.1007/s10803-006-0320-x. 
 33 
Wood, J., Drahota, A., Sze, K., Har, K., Chiu, A., and Langer, D. A. (2009).  Cognitive 
behavioral therapy for anxiety in children with Autism Spectrum Disorders: a 
randomized, controlled trial. Journal of Child Psychology and Psychiatry. 50, 224–
234. doi:10.1111/j.1469-7610.2008.01948.x. 
 
 
 
 
 
 
 
 
 
 
 
  
 34 
  
 35 
 
  
 36 
 
 
  
 37 
 
